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Primary and Secondary Syphilis — United States, 2003-2004 


In 2000, the rate of primary and secondary (P&S) syphilis 
in the United States was 2.1 cases per 100,000 population, 


the lowest since reporting began in 1941. From 2001 to 2004, 


the P&S syphilis rate increased to 2.7, primarily as a result of 


increases in cases among men who have sex with men (MSM). 
lo characterize the recent epidemiology of syphilis in the 
United States, CDC analyzed national notifiable disease sur- 
veillance data for 2000-2004, focusing on 2003-—2004.* This 
report describes the results of that analysis, which indicated 
that the disparity between syphilis rates among blacks and 
whites’ in 2004 increased for the first time since 1993 and is 
associated with a substantial increase of syphilis among black 
men. Syphilis rates continue to increase among MSM. After 
declining for 13 years, the rate of P&S syphilis in 2004, com- 
pared with 2003, increased in the South® and remained the 
same among women. The findings underscore the need for 
enhanced prevention measures among blacks and MSM. In 
addition, enhanced surveillance is needed to detect any early 
increases in P&S syphilis among women. 

CDC analyzed surveillance data reported weekly from health 
departments nationwide during 2000-2004. Data included 
patient demographics (i.e., age, sex, race/ethnicity, and county 


of residence) and stage of sy philis Data on P&S S\ philis were 
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analyzed because these cases represent incidence (i.e., newly 
acquired infections within the specified period). P&S syphilis 
rates were calculated using population denominators from the 
U.S. Census Bureau (/). Because states do not routinely 
report information on sexual practices or sex of sex partners, 
male-to-female (M:F) rate ratios were used as a surrogate mea- 
sure to monitor occurrence of syphilis among MSM and were 
calculated by dividing the male case rate by the female case 
rate for a specified period. M:F rate ratios in excess of 1:1 
suggest male-to-male transmission. 

From 2000 to 2004, the number of cases of P&S syphilis 
increased from 5,979 to 7,980, and the rate increased from 
2.1 to 2.7 cases per 100,000 population. Of the 7,980 cases 
of P&S syphilis reported in 2004, approximately 84% (6,722) 
occurred among men. The rate of P&S syphilis among men 
increased from 2.6 to 4.7. Among women, the rate of P&S 
to 0.8 from 2000 to 2003 and 


remained at 0.8 in 2004, the first time since 1991 that the 


syphilis decreased from 1.7 


rate among women did not decrease. The M:F rate ratio 


> 


increased steadily from 1.5 in 2000 to 5.3 in 2003, but the 
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increase slowed in 2004 (M:F rate ratio: 5.9; 11% increase 


from 2003). 


P&S syphilis incidence varied by race/ethnicity. From 2000 
to 2003, the incidence among blacks decreased trom 12 to 
7 cases pel 100,000 population but increased to 9.0 in 2004. 


Rates increased among whites each year from 2000 to 2004 
(from 0.5 to 1.6), Hispanics (from 1.6 to 3.2), and Asian 


Pacific Islanders (from 0.3 to 1.2). The rate among American 


Indian/Alaska Natives increased from 2000 to 2001 (from 


2002, and tcl 1 to 


to 3.8), decreas hen increasec 
.2 in 2004 

' — 7 
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FIGURE. Rates* of primary and secondary syphilis cases Editorial Note: From 2000 to 2004, rates of P&S syphilis 

among non-Hispanic blacks and non-Hispanic whites, by sex, re rn en Ce _ tale anak OR 
. -ASCA ¢ ( y ~ « = | of g Tt ¢ g « cS ¢ - 

race, and year — United States, 2000-2004 wer ne ere ee 
‘as panics than among whites. The rate of P&S syphilis among 
144 ttn el blacks was 5.1 times higher than whites in 2003, but 5.6 times 
124 higher in 2004. This represents the first increase in the dispar- 
1 ~~ Black males ity between black and white rates since 1993. The increasing 
2 es === Black females | | 
Ss 84 een VWihdae maton M-F rate ratio suggests that increases are still occurring among 
= Nhite mal . . me . ‘ a . . 
64 ea ei White females MSM. CDC has estimated that in 2004, approximately 64% 

P — i oe = >. “1° « . . 
44 See a ae of all P&S syphilis cases were among MSM." After 13 years 
4 eee?” eon r> 
 £ Lore _—.- —— = oe «a «a = a = a 
2000 2001 2002 2003 2004 * Method of estimation presented at the Infectious Diseases Society of America 
Year +3rd Annual Meeting, San Francisco, CA, October 8, 2005 (Poster #906 


* Per 100,000 population 


TABLE 1. Number and rate’ of primary and secondary syphilis cases, by race/ethnicity, region,t and sex — United States, 2003-2004 

















2003 2004 
M:F5 M:F 
Males Females Total rate Males Females Total rate 
Characteristic No. Rate No. Rate No. Rate ratio No. Rate No. Rate No. Rate ratio 
Race/Ethnicity 
White 
non-Hispanic 2,783 2.8 227 0.2 3,010 1.5 14.0 2,947 3.4 256 0.3 3,203 1.6 10.3 
Black 
non-Hispanic 2,005 11.5 805 4.2 2,811 pe 2.7 2.450 14.1 813 4.3 3,263 9.0 3.3 
Hispanic 1,001 4.9 159 0.8 1,160 2.9 6.1 1,140 5.5 138 0.7 1,278 3.2 7.9 
Asian 
Pacific Islander 119 1.9 8 0.1 127 1.0 19.0 142 2.3 11 0.2 153 1.2 11.5 
American Indian 
Alaska Native 50 4.2 19 1.5 69 2.8 2.8 42 3.5 35 2.9 77 3.2 1.2 
Region 
Northeast 1,014 3.8 122 0.4 1,137 2.1 9.5 1,084 4.1 104 0.4 1,188 2.2 10.3 
Midwest 813 25 232 0.7 1,045 1.6 3.6 848 2.6 212 0.6 1,061 1.6 4.3 
South 2,514 4.9 699 1.3 3,214 3.1 3.8 3,034 5.9 760 1.4 3,794 3.6 4.2 
West 1,615 49 164 0.5 1,781 2.7 9.8 1,756 5.3 179 0.5 1,937 2.9 10.6 
Total 5,956 4.2 1,217 0.8 7,177 2.5 5.3 6,722 4.7 1255 0.8 7,980 2.7 5.9 





* Per 100,000 population 

Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont; Midwest. Illinois 
Indiana, lowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; South: Alabama, Arkansas, Dela- 
ware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas 
Virginia and West Virginia; West: Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, Washington, and 
. Wyoming 

Male to female 


TABLE 2. Number and rate* of primary and secondary syphilis cases among whites, blacks, and Hispanics,t by sex and region§ — 
United States, 2004 




















Non-Hispanic whites Non-Hispanic blacks Hispanics 

M:F" M:F M:F 

Males Females rate Males Females rate Males Females rate 

Region No. Rate No. Rate ratio No. Rate No. Rate ratio No. Rate No. Rate ratio 
Northeast 428 2.2 24 0.1 22.0 347 11.8 61 1.8 6.6 284 9.8 20 0.7 14.0 
Midwest 427 1.6 49 0.2 8.0 360 11.1 153 4.3 2.6 SS 3.0 10 0.6 5.0 
South 1,098 3.3 142 0.4 8.3 1,538 16.2 559 5.3 3.1 373 5.4 51 0.8 6.8 
West 980 5.1 42 0.2 25.5 196 3.7 39 2.3 5.1 456 5.1 60 0.7 7.3 





* Per 100,000 population 

. Race/ethnicity data for some records are missing 

* Northeast. Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont; Midwest. Illinois, 
Indiana, lowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; South: Alabama, Arkansas, Dela- 
ware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, 
Virginia and West Virginia; West Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, Washington, and 

« Wyoming 
Male to female 
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of decline, rates of P&S syphilis in 2004 increased in the South 


nd did not decre 


The national Sy 


ise among women 


philis Elimination Effort (SEI began in 


1999 (2) and focused primarily on heterosexual blacks living 


m 


findings described in this report indicate 


isures for MSM of all races/ethnicities 


hened throughout the United States. More 


in reducing heterosexual and con 


1 to rez 1 national health 


cooperate with other community and health-care organiza 


tions and place partner notification in the context of the 


broader health-care needs of MSM have been more successful 


in notifying the partners of MSM infected with syphilis (9). 


he findings in this report are subject to at least three limi 


tations. First, syphilis case-report data likely underestimate the 


true burden of disease in the United States because of 
] 
underreporting, infected persons not accessing health-care, and 


persons who are not screened. Therefore, these data should be 


interpreted with caution Second, analyses by race ethnicity 


are limited by the small number of Asian/Pacific Islanders and 


American Indian/Alaska Natives reported with P&S syphilis. 
I 
Finally, data on the sex of sex partners were not available. 


In 2005, CD yuested that standardized data on the sex 
of sex partners be collected and submitted to CDC with the 
surveillance data already reported weekly from health depart 
ments nationwide. In addition, a new syphilis interview record 
is being developed to capture information about the sex of sey 


partners and other key risk factors. In the interim, high M:] 


rate ratios are used 1 Surrogate measure for MSM transmission. 


! | 1 
Le spite successes In G ising tl verall rate of P&S sypni 


Cad 
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Methamphetamine Use and HIV 
Risk Behaviors Among Heterosexual 
Men — Preliminary Results from 
Five Northern California Counties, 
December 2001-November 2003 


Methamphetamine (meth) is a highly addictive stimulant 
that gained widespread popularity in California in the 1980s 
and has since spread to most regions of the United States, 
including rural areas (/). Analyses of survey data among 
noninjection-drug users from California in the mid-1990s de 
termined that, among heterosexual persons and among men 
who had sex with men (MSM), meth users reported more sex 
partners, were less likely to report condom use, and were more 
likely to report sex in exchange for money or drugs, sex with 
an injection-drug user, and history of a sexually transmitted 
disease (STD) (2). Subsequent studies among MSM have 
indicated an association between meth use and sexual risk 
behaviors, syphilis infection, and incidence of human immu 
nodeficiency virus (HIV) infection (3—5). Subsequent studies 
among heterosexual populations (6) have been less extensive 
than those among MSM and often have not used population 
based samples nor adjusted for possible confounders. To fut 
ther assess the association between meth use and high-risk 
sexual behaviors among heterosexual men, the California 
Department of Health Services, Office of AIDS, analyzed 
population-based data from five northern California counties 
in the HEY-Man (Health Evaluation in Young Men) Study. 
This report summarizes the results of that analysis, which 
determined that recent meth use was associated with 


high-risk sexual behaviors, including sex with a casual o1 


anonymou temalk partnel an il intercourse and SCX with an 


injection-drug user. [he results suggest the need for states to 


consider including referrals to meth preventior and treatment 
programs in their HIV prevention programs 


t 
assessment of the rel 


ind for broader 


| 
ion between meth use ind high risk 


sexual behaviors 





HEY-Man is a population-based, cross-sectional evaluation 
of HIV infection, STDs, and associated ris} behaviors among 
men aged 1 8—35 years residing in low-income neighborhoods 
of Alameda, Contra Costa, San Francisco, San Joaquin, and 
San Matec unties in northern California. The study proto 
col Was appro ed b the Institutional ft iew boards of the 
State of ( rornia He uth and Well re Ver n¢ a d the { ni 
versity of California, San Francisco. Within the five counties, 
low incon I ighborho d el detined is Census blox k 
groups witl dian household incomes below the lOth per 
centile on the basis of data from the 2000 U.S. Census. City 
blocks we domh mpled, without replacement, from 
these cens letined blocl groups [rained field staff enumet 
ated dwelling places in each mpled city block, then went 
door-to-do O locate male reside! nd request thei pal 
ticipation. Repeat visits, including visits during evening hours 
ind weekends, were made as necessary to identify all eligible 
men and request their participation. During December 2001 
Novemb« 003, th period tor which data were available, 
132 me re contacted: 1,692 7 vere determined eli 
gible (i. ed 18—35 years and residing in the selected neigh 
borhoods ind 1.068 (63%) of those greed to participate 
ind wet! olled. A tal of 1,0 participants completed a 
staft-administered interview conducted in English ot Span 


cheduled for completion in June 2006. 


lhe HEY-Man questionnaire included a sexual-activity 
3 aoe ae ' 
matrix in which field staff recorded the first name, nickname, 
' 1¢ | } 
initials, or ali fF up to 1U persons with whom participants 


said they had ginal or anal during the preceding 6 
months. Questions were asked to determine the sex and cat- 
egory \1.¢ n, casual, or anonymous) of each sex partner 


ji ' 
and whether acts included vaginal or anal intercourse with 


] 1 
the partnel For this report, analyses were restricted to men 


who reported having female sex partners exclusively during 


the preceding 6 months; 43 men (4.1%) who reported hav 


ing One or more male sex partners during the preceding 6 


months were excluded, leaving 968 participants. Frequency 


of condom use was derived from the study's matrix as the sum 
of reported acts of vaginal and anal intercourse during which 
condoms were used, divided by the total number of acts of 
vaginal and anal intercourse. Meth use was divided into two 
any use during the preceding 6 months) 


categories: recent use 


and historical use (use but not during the preceding 6 months). 
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yvants also were asked if they had ever been tested for female partner who injected drugs, or have ever received money 


r chlamydial infection and if they had ever given o1 or drugs for sex from a male or female partner (Table 2). 
{ money or drugs for sex or been forced into sex by Recent meth use was not associated with reported condom 


1 


1ale or female 


use during the preceding 6 months, but this might reflect over 
sts were conducted to compare the charactet all infrequent condom use among the 968 men in the study 
ticipants (i.e., recent versus no reported meth use population, who had a median of 48 reported acts of vaginal 
no reported meth use, and recent intercourse and a median of five uses of condoms during vagi 


regression models w 


nal intercourse. Recent meth users were no more likely to have 


: ' 
n meth use (independent variabl been tested for HIV or chlamydial infection than were men 


protective who had never used meth. Among historical meth users, sexual 
demographic activity with higher HIV-transmission risk (i.e., anal sex) was 
identified primarily among those with main female sex part 
ners only. Both recent and historical meth users were more 
likely to report they had ever been forced into sex by a male or 
female than men who had never used meth. After adjustment 
for demographic characteristics, recent and historical meth 
use was associated with recent | f one or more other illicit 
use of club drugs, 
tas hallucinogens ( 


lable 2 


Reported by: 


Editorial Note: | 


c 


support prey 


2001—200. 
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TABLE 1. Comparison of methamphetamine (meth) use TABLE 1. (Continued) Comparison of methamphetamine 
among heterosexual males aged 18-35 years, by selected (meth) use among heterosexual males aged 18-35 years, by 
characteristics — five northern California counties, selected characteristics — five northern California counties, 
2001-2003 2001-2003 








Meth use*' Never used Meth use*t Never used 
Recents Historical" meth Recent® Historical" meth 
n=58 n=93 n= 817 n= 58 n=93 n= 817 
Characteristic No. (%) No. (%) No. (%) Characteristic No. (%) No. (%) No. (%) 


Age (yrs) Sexually active, 
<21 12 (20.7) 26 (28.0) 218 (26.7) past 6 mosttt 54 (93.1)tt 74 (79.6) 583 (72.2) 
22-29 33 (56.9) 44 (47.3) 394 (48.2) Type of female 
>30 (22.4) 23. «= (24.7) + 205 (25.1) partnerttt 
Race/Ethnicity Casual or 
White, non-Hispanic 12 (20.7)** 26 (28.0)'t 63 (7.8) anonymous (64.8)** (46.0) (44.4) 
Black, non-Hispanic (13.8) i] (9.7) (20.6) Main partner only (35.2) (54.0) (55.6) 
Hispanic (50.0) 33 (35.5) (53.3) No. of ——_ 
Other (5.2) a (8.6) (9.4) partners a 
Mixed (10.3) 17 (18.3) (9.0) 1 (38.9) (54.1) (63.1) 
Country of birth 2 (33.3) (20.3) (14.8) 
United States (69.0)tt 61 (65.6)tt (44.6) 3-5 (16.7) (23.0) (17.2) 
Mexico (22.4) (17.2) (40.1) >5 ‘en (11.1) (2.7) (4.8) 
Other (8.6) (17.2) (15.3) Type of sex 
steritel ctatus Anal, at least once (29.6)tt (24.3)** (11.9) 
Married (13.8) (9.7)** (24.0) ‘ 0 ong (70.4) (75.7) (88.1) 
/ 9 artner wno 
SnajeNevermaried 47 (610) 78 (99) $82 (712) nected drugs? 6 (itty 448) 197 
Education Condom use, 


- vaginal sexttt 
<High school (46.6) (28.0)%8 (37.8) 0% (28.3) (24.3)tt (30.8) 
High school graduate (29.3) (32.3) (34.8) 1%-99% (52.8) (63.5) (39.8) 
>High school (24.1) (39.8) (27.4) 100% (18.9) (12.2) (29.4) 
Employment status Condom use. 
Employed full-time (36.2) (48.3) (49.6) anal sexttt 
Employed part-time (41.4) (37.1) (34.3) 0% (75.0) (88.9) 53 (76.8) 
Unemployed (22.4) (14.6) (16.2) 1%~-99% (6.3) (5.6) 10 (14.5) 
Other illicit drugs, ” 100% (18.8) (5.6) 6 (8.7) 
past 6 mos" (66.7)"" (39.5) Ever forced into sex (12.1)** (12.9)** 36 (4.4) 
Other club drugs, . Ever paid money or 
past 6 mos** (31.0) (15.1) (4.9) drugs for sex (27.6) (19.4) 180 (22.2) 
Use of specific drug, Ever received money 
past 6 mos ——— ™ or drugs for sex (15.5)tt (6.5) 28 = (3.5) 
Marijuana 49 (84.5) 58 (62.4) 294 (36.0) Ever tested for HIVSSS (51.7) (52.7)88 332 (40.7) 
Ecstasy 14 (24.1)'T 10 (10.8)** 33 (4.0) 


+ +4 Ever tested for 
Hasucinogens 6 10.3)" 5 (5.4)'T 3 (0.4) chlamydial infection 18 (32.1) (25.8) 177 (22.2) 
Crack cocaine 15 (25.9) 7 (7.5) 10 (1.2) 


Cocaine 27 (46.6)'t 21 (22.6)'T 68 (8.3) 


* References to significant p-values under the “Recent” column are for comparisons of recent and never-use of meth; references to significant p-values 
under the “Historical” column are for comparisons of historical and never-use of meth 
t Comparisons of recent with historical meth users identified differences by education (p<0.05); other illicit drug use (p<0.01); other club drug use (p<0.05); 
use of marijuana (p<0.01), crack cocaine (p<0.01), cocaine (p<0.01), and ecstasy (p<0.05); being sexually active during the past 6 months (p<0.05); 
type of female partner (p<0.05); and number of female partners (p<0.05) 
T p<0.001 
3S p<0.05 
Use of marijuana, barbiturates, crack cocaine, cocaine, heroin, or phencyclidine (PCP) 
* Use of Viagra”, ecstasy, nitrites, lysergic acid diethylamide (LSD), or gamma hydroxybutyrate (GHB) 
ttt Among participants sexually active with a female partner during the past 6 months 
333 Human immunodeficiency virus 
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TABLE 2. Adjusted prevalence ratios (PRs) for high-risk sexual behaviors and 
prevention behaviors, recent and historical methamphetamine (meth) use versus 
no history of meth use among heterosexual men aged 18-35 years, by 


Similar observations regarding STD 


incidence among MSM subpopulations 


selected characteristics — five northern California counties, 2001—2003* (e.g., young minorities) often have indi- 





Recent 
meth use’ 


Characteristic PR 95% Ci" 





Historical cated future trends of HIV incidence 


meth use’ 





among MSM. Such projections typically 


oy » 
PR 95% Cl have not been made for heterosexuals 





Sexually active, past 6 mos* o 
Type of female partner** 
Casual or anonymous 


(1.0—1.2) 


(1.1-1.7) 
Main partner only Referent 
No. of female partners** 
(1.2—1.9) 
1 Referent 
Type of sex** 
Anal, at least once™ 
Casual/anonymous partner 
Main partner only 
Vagina nly 
Partner who injected drugs** 
Condom use, vaginal sex** 
9 
100 | Referent 
Condom use, anal sex** 
(0.6—1.1 
10 Referent 
Ever forced into sex 2.2 (1.0—4.8) 
Ever paid money or drugs for sex 
Ever received money or drugs for sex 
Ever tested for HIVSS 
Ever tested for chlamydial infection 
Other illicit drugs, past 6 mos™ 
Other club drugs, past 6 mos*** 
Use of specific drug, past 6 mos 


Marijuana 


1.0 (0.9-1.2) because of the lesser prevalence of HIV 


in that population. However, HIV/AIDS 
surveillance data from CDC and south- 


1.0 (0.7—1.2) 
1.0 Referent 
ern California indicate a growing bur- 
1.2 (0.9—1.5) ; ° . 
10 ateieal den of HIV among heterosexuals, 
particularly among females, non- 
Hispanic blacks, and Hispanics (8,9). 
(0.8-—3.1) 
(1.2—4.5) 
Referent 
(0.9-6.4) 


Data from California HIV counseling 
and testing facilities also suggest the po- 
tential for meth use to connect popula- 


1.1-1.4) tions with higher HIN prevalence to 
Referent those with lower HIV prevalence; among 


bisexual males tested in California, meth 
(0.9—1.1) 


Referent 
(1.2—4.3) 
(0.9—2.0) 
(0.6—3.5) 
(0.9—1.3) 
(0.7—1.3) 


users were 5.5 times more likely (99% 
Cl = 1.4—22.3) to test HIV-positive com- 
pared with users of other stimulant drugs 
(CS Krawezyk, PhD, C Dahlgren, MA, 
unpublished data, 2002-2003). 
Increased HIV burden among hetero- 
sexuals, coupled with the increased use 
of meth nationwide and the findings of 
this report, suggest the potential for meth 
to influence heterosexual transmission of 
HIV. Users might initially use meth for 


. 1 1 « ” 
either nonsexual (e.g., mental escape 





une. heroin 


J diethylamide (LSD), or 


3% in 2003.° A gonorrhea outbreak in six cen 


alifornia counties in 2004 noted substantial meth use 


heterosexual patients (men [38%], 


imong women |28' 
varticularly when compared with MSM patients (8%) (M¢ 
Samuel, DrPH, California Department of Health Services, 


personal communication, 2005) 





| PRs are adjusted for the 
and use of other illicit 
S are adjusted for demo- 


or phencyclidine (PCP) 
yamma hydroxybutyrate 


or weight loss) or sexual (e.g., increased 
sex drive, performance, and pleasure) 
effects; regardless of reason for use, the 
effects of the drug might lead to risk be 
haviors for transmission of STDs and 
HIV. In one study, 74% of male meth 
users reported that their sexual thoughts, 
feelings, and behaviors became associated 


70 


with meth, 77% indicated that meth 
made them obsessed with having sex, and 

53% said they had participated in riskier 

sexual acts (i.e., anal sex) while under the influence of meth (/0). 
lhe findings in this report are subject to at least three limi- 
tations. First, because of the cross-sectional design of the study, 
no temporal or causal relations between meth use and sexual 


risk behaviors can be evaluated. Second, multiple data com 


parisons were used, increasing the potential for identifying 


associations by chance. Finally, because these analyses were 


conducted before completion of data collection, the current 
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results might differ from the results that will be obtained by 
analyzing data from the entire targeted study population. 
lhe public health implications of a potential association 
between meth use and high-risk sexual behaviors among het 
erosexuals suggests the need for a broader approach in 
addressing meth use and risk for infection with HIV and STDs 
States should consider enhancing HIV and STD prevention 
and treatment programs to include assessment for meth use, 
with referrals to meth treatment, primary meth prevention 
activities, and substance use treatment programs incorporat 
ing STD/HIV screening, testing, and sexual health promo 
tion. In addition, policy initiatives should be considered to 
support further collaborations between professionals focus 
ing on substance use and HIV/STDs, integrated prevention 
and treatment services, and research and demonstration 
projects evaluating the impact of treatment for meth use on 


sexual risk behavior reduction. 
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Increased Antiviral Medication 
Sales Before the 2005-06 Influenza 
Season — New York City 


Oseltamivir, zanamivir, rimantadine, and amantadine are 
antiviral medications approved for the treatment and/o1 pro 
phylaxis of influenza A and/or B (/), although high levels of 
resistance among circulating strains of influenza A led CD¢ 
to issue interim recommendations in January 2005, advising 
that amantadine and rimantadine not be used for the treat 
ment or prevention of influenza A during the 2005-06 influ 
enza season \s part of syndromic surveillance, the New 
York State Department of Health (NYSDOH) monitors sales 
of antiviral influenza medications paid for by the Medicaid 
system, and the New York City Department of Health and 
Mental Hygiene (NYCDOHMH) monitors sales of antiviral 
influenza medications by a retail pharmacy chain. Syndromic 
data are used in combination with data provided by laborato- 
ries, health-care facilities, and health-care providers to moni 
tor influenza activity. In October 2005, a spike in antiviral 
medication sales was noted. The spike did not coincide with 
other markers of influenza activity but did coincide with the 
beginning of media coverage of avian influenza A (H5N1) 
ind the potential for an influenza pandemic. Tracking pre 
scription medication sales can detect spikes for which no 
immediate indication exists. Such syndromic data might be 
used to guide issuance of public health recommendations 


| 


regarding the limited availability of certain medications and 


the inadvisability of personal stockpiling 


The New York State (NYS) Medicaid program provides 
health-care benefits for 34% of New York City (NYC) resi 
dents. Approximately 95% of Medicaid-paid medications are 
reported to NYSDOH within 1| day of sale. NYSDOH com 
piles a daily electronic batch file of sales with summary counts 
by medication category and patient postal code, age group, 
and sex. On average, 29,664 Medicaid-paid medications are 
reported from NY¢ 
sists of the anti-influenza medications oseltamivir, zanamivir, 


each day. One medication cate gory con 


and rimantadine (NYSDOH opted to exclude amantadine 
from its influenza antiviral category because the drug is also 
approved for treatment of Parkinson disease). 

NYCDOHMH receives a daily electronic batch file listing 
certain prescription medications sold the previous day by a 
retail pharmacy chain. The anti-influenza medication category 
includes prescription sales of oseltamivir, zanamivir, 
rimantadine, and amantadine. 

Each influenza season, during October—May (i.e., surveil- 
lance week 40 through week 20), World Health Organization 
WHO) and National Respiratory and Enteric Virus Surveil- 


lance System laboratories in the United States report to CDC 
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weekly number of respiratory specimens received for visits, and pneumonia and influenza mortality) indicated 
fluenza testing and the percentage of specimens testing posi- activity in NYC that would have signaled the start of the 2005- 


for influenza by culture. In NYC, four WHO laborato 06 influenza season. 


report these weekly percentages. Reported by: / Miller, MD, K Schmit, MPH, P Duncan, C Waters, 
Previous peaks in sales of anti-influenza medication coin G Johnson, H Chang, PhD, B Wallace, MD, M Kacica, MD, P Smith 
ded with peaks in the percentage of specimens testing posi- VD, New York State Dept of Health; D Das, MPH, S Harper, MD 
e for influenza during influenza seasons 2001—02, 2002-03, R Heffernan, MPH, D Olson, MPH, B Nivin, MPH, D Weiss, MD, 


1003-04, and 2004—05 (Figure). However, a spike in antiviral Vew York City Dept of Health and Mental Hygiene. 
= 


enza medication sales occurred during October 23 


, week 43 weeks before the first WHO 


Editorial Note: Influenza vaccination remains the cornerstone 


) 
| 
he 


ibora for the control and treatment of influenza; however, antiviral 


, : : ; : 
ence of influenza virus circulation was noted during influenza medications serve as an adjunct to vaccine (/). The 


2005 (i week 50). A smaller spike increased sale of antiviral influenza medications in NYC dur- 


in 2004 (i.e., October 24—30; ing October 2005 did not coincide with any measures of 
virologic evidence of circulating influenza activity and therefore was unlikely to reflect the treat- 


During October 2005, no other markers of ment or prophylaxis of persons against circulating influenza 
1 i ; ‘ .s “4 
nursing and congregate facility out viruses. However, the period of increased sales did coincide 


eporting, emergency department with the beginning of media coverage (3) of avian influenza 


FIGURE. Number of weekly Medicaid prescriptions* and pharmacy sales? of antiviral influenza medications versus percentage of 
specimens testing positive for influenza viruses,’ by surveillance week — New York City, 2001-02, 2002-03, 2003-04, 2004-05, 
and 2005-06 influenza seasons" 





100 


ree come specimens testing positive for influenza 
Pharmacy antiviral sales 


«== Medicaid antiviral prescriptions 

















| 
il 


) \ 

* : HA Hon al | 
iM | Ol) MA AI TA 
= . . ! i} ne al HUAN oApollooll lati, oll HAA i | 


SOSNIA BZUENUI 10} BAIL'SOd Hulse}; SuBWIDEdS jo % 


4 4 


8 4: ; 2 8 14 20 44 50 03 O09 5 5 st & 7 41 47 
2002-03 2003-04 2004-05 2005-06 
Surveillance week 
partment of Healtr 
nd Mental Hygiene for one retail pharmacy chain 
ratories in New York City 


2005 








Vol. 55 / No. 10 


MMWR 279 





(for which no human vaccine has yet been approved, although 
clinical trials are ongoing) and the potential for an influenza 
pandemic. Increased media attention to avian influenza in Asia 
and the resulting public concern might have produced the 
unprecedented demand for antiviral influenza medications in 
NYC before the start of the influenza season. A similar but 
smaller increase in sales during October 2004 coincided with 
media coverage of expected shortages in the influenza vaccine 
supply during the 2004-05 influenza season (4). 

hese findings suggest that persons requested and/or their 
health-care providers prescribed antiviral influenza medica- 
tions to create personal stockpiles for use in the event of an 
outbreak of avian influenza or an influenza pandemic. 
Oseltamivir, the drug most commonly referred to in reports 
concerning the treatment and prophylaxis of avian influenza, 
has limited availability. In response to increased demand across 
the United States, Roche Pharmaceuticals (Nutley, New Jersey), 
manufacturer of oseltamivir (sold as Tamiflu”), restricted ship- 
ment of the di ug in the United States during October 2005 
January 2006 (5). Because the worldwide supply of antiviral 
influenza medications is limited, the U.S. Department of 
Health and Human Services, state and local health depart- 
ments, and medical societies in the United States have dis- 
couraged health-care providers from prescribing antiviral 
medications for the purpose of creating personal stockpiles 
(6-8). NYSDOH posted a health advisory on its secure Health 
Alert Network discouraging private stockpiling on November 
10, 2005. Most of these recommendations were issued after the 
October spike in NYC antiviral influenza medication sales. 

Although private and personal stockpiling is discouraged, 
federal and state health authorities and health-care institu- 
tions are creating stockpiles of antiviral influenza medications 
for persons at greatest risk for complications from influenza. 
\ potential consequence of personal stockpiling is depletion 
of existing supplies of antivirals so that they will not be avail 
able to those persons who most need them. In addition, wide- 
spread personal stockpiling and inappropriate use of antivirals 
(e.g., as a daily regimen regardless of the degree of influenza 
risk) might compound the risk for influenza by creating con- 
ditions for the emergence of resistant strains of influenza. 

lhe findings in this report are subject to at least three limi- 
tations. First, the exact reasons for prescribing medications 


are unknown. Specific clinical information on persons for 


whom medications were prescribed, such as recent onset of 


respiratory illness or personal risk factors for potential 


complications from influenza, was not available. Second, 


the degree to which media reports influenced either per 
sonal behavior or professional practice is unknown; moreover, 
the respective contribution of personal requests for antivirals 
versus physician recommendations is unknown. Finally, 
although county of residence is known for Medicaid prescrip- 
tions, commercial pharmacy data do not include home resi- 
dence. Some sales might have been made in NYC to persons 
residing outside of NY¢ 

Monitoring both prescription and over-the-counter drug 
sales has become increasingly useful in public health surveil- 
lance (9,/0). As indicated by the findings in this report, such 
syndromic data, when combined with laboratory, provider, 
and health-care facility surveillance, can detect spikes in sales 
of prescription medications for which no immediate indica- 
tion exists. These data can be used to help guide public health 
recommendations and policies regarding limited supplies of 
medication and the inadvisability of personal stockpiling. 
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Inhalation Anthrax Associated with 
Dried Animal Hides — Pennsylvania 
and New York City, 2006 


1 


006, the Pennsylvania Department of 


New York (¢ ity 


ruary 


PDOH 


involved soaking hides for 1 hour in water and then scraping 
hair from the hides with a razor, which reportedly generated a 
large amount of aerosolized dust in the patient's workspace as 
the hides dried. The man did not wear any personal protec- 


tive equipment (e.g., mask or gloves) while working. \fter 


working on the hides, he usually returned home to his apart- 


ment and immediately removed his clothing and showered. 


On December 20, 2005, after a 3-week trip to Céte d'Ivoire, 
the patient returned to NYC with four hard-dried goat hides 
wrapped in a plastic bag. He transported them in his van to 
his storage facility workspace, a windowless unit (12 ft x 10 ft 


30 ft) with no operating all conditioning or window venti 


lation. The man did not take the hides to his home. He worked 


on the last of these hides on February 12, 2006, and cleaned 


} 1s 


1 1 
the workspace on February 


lo contirm the hypothesis that the primary source of expo 


sure to aerosolized B. anth spores occurred in the 


workspace and to determine whether the patients home and 


were Contaminated, a targeted environmental evaluation 
vas conducted by CDC and NYCDOHMH. Surface wet 
wipe, and vere obtained at loca 


ected to 


sidence, van, 
YHMH and ¢ 


ned the presence 


spores 1m 


amples wert nt to NYCD¢ 


both 


chain reaction; samples 
ne 1 by Iriple-locu 
pe | by multiple-locus 


sis. All samples trom the 


positive for 6 ncluding those from 


tne floor (lon 


ictive alr CONQCITIOI 


, \ | 
1 secondal samples from the 


partment (e.g 


tested PoOsIitl\ 


most surfaces 


NWadeMIologic TINGINYS iggested that the patients 
. : , | 
tO aerosolized J acis spores resulted from 


vorkspace. 
1 
exposure nylaxis r inhalation anthrax was rec 


1 { 


mended fo! id been present In the 


nts workspace du g proce ires that generated aerosols 
: Led 
the animal hides 


mechanical hide ma 


nipulation with a razor vacuuming of hairs). As 


} t j | | 
rch 14, interviews and enhanced surveillance had not 
dentified additional cases of suspected or confirmed anthrax. 


NYCDOHMH provided regular updates on the status of the 


investigation and informed the public that other persons In 


' ee : , 

the patients apartment buildin e storage facility where 
' : 

the patients workspace was located had no risk of contracting 


inhalation anthrax. 
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Reported by: ] Walsh, MD, Robert Packer Hospital, Sayre; G Fraser, 
E Hunt, B Husband, K Nalluswami, MD, K Pollard, S Reynolds 
V Urdaneta, MD, A Weltman MD, Pennsylvania Dept of Health 
C Aston, PhD, S Balter, MD, S Beatrice, PhD, G Beaudry, PhD, D Berg, 
MD, N Clark, MA, T Frieden, MD, 1 Karpati, MD, M Layton, MD 
L Lee, MS, J Leighton, PhD, L Moskin, MD, § Mullin. M Phillips, 
MD, A Paykin, PhD, | Prudhomme, S Slavinski, DVM, A Tuckei 
I Weisfuse, MD, D Weiss, MD, G Wolsk, LMSW. New York City Dept 
of Health and Ve ntal Hygie ne. ( Bacon, D\ M. I Glasgow, / Gomez, 
DVM, W Swartz, Animal and Plant Health Inspection Suc, US Dept 
of Agriculture. D Baden, MD, T Clark, MD, LA Dauphin, PhD, 
P Diaz, MD, CA Dykewicz, MD, A Fleischauer, PhD, M Frank, MPH, 
JE Gee, PhD, A Hoffmaster, PhD, H Kim, PharmD, C Marston, 
R Meyer, PhD, ] McQuiston, DVM, B Newton, MS, S Papagiotas, 
MPH, N Pesik, MD, T Piester, C Quinn, PhD, S Reagan, MPH, L Rotz, 
MD. P Rosenbe rg MA, N Rosenstein, MD, S Shadomy, DVM 
V Semanova, PhD, T Treadwell, DVM, P Wilkins, PhD, ] Winchell, 
PhD, National Center for Infectious Diseases; G Burr, C Dowell, MS 
] Hornsby-Myers, MS, M Kiefer, MS, B King, MPH, National | 

for Occupational Safety and Health; TQ Veuyen, PhD, N Arboleda, 
MD. B Tsoi. MD. EIS officers, CD( 

Editorial Note: This report describes the first case of natu- 
rally acquired inhalation anthrax in the United States since 
1976 (3). Coordinated epidemiologic and environmental in 
vestigations and laboratory analyses indicated that the likely 
source of infection for this patient was exposure to B. anthracis 
spore—containing aerosols produced by mechanical scraping 
of a contaminated animal hide in a nonventilated workspace. 

B. anthracis spores are present in soil in much of the world, 
causing infection in herbivorous mammals (e.g., cattle, sheep, 
goats, or antelope) when they ingest spores from soil. Anthrax 
can occur in humans exposed to infected animals or tissues 
such as hides or fur. Anthrax in humans takes one of three 
forms: cutaneous, gastrointestinal, o1 inhalation. 

Industrial processing of animal hair or hides accounted fot 
153 (65%) of 236 anthrax cases reported to CD¢ during 
1955-1999 (CDC, unpublished data, 2001). Commercial 
products made from animal hair or hides accounted for an 
additional five (2%) cases. The majority of these 158 cases 
were cutaneous anthrax; only 10 (6%) cases were inhalation 
inthrax. Improvements in industrial hygiene and introduc 
tion of practices such as improved ventilation, decreased use 
of imported animal materials, and vaccination of at-risk work- 
ers helped limit the incidence of industrial inhalation anthrax 
(4,5). In contrast, anthrax associated with the handling of 
individual animal hides is rare (4). One case of cutaneous 
anthrax reported in the United States was associated with a 
goat hide drum purchased in Haiti (6,7). No reported cases 
of inhalation anthrax in the United States have been associ 


ated with finished animal hide drums 


lhe U.S. Department of Agriculture regulates the importa- 


tion of animal products, including animal hides,* although 


these regulations are not specific to, nor are, in general, the 
hide import disinfection procedures evaluated for, 
B. anthracis. The safest way to eliminate risk for inhalation 
anthrax from animal hides or hair is to work only with hides 
that have been tanned or otherwise treated to render 
B. anthracis spores nonviable. Air drying does not destroy 
B. anthracis spores. If hard-dried hides are used, certain pre- 
cautions can minimize but not necessarily eliminate exposures 
to B. anthracis, including 1) regularly washing hands thor- 
oughly with soap and warm water, 2) w earing durable protec- 
tive gloves and a designated pair of shoes in the workspace, 
and 3) working in a well-ventilated workspace. Spores on hides 
and tools can be inactivated by heating them to an internal 
temperature of 158 F (70 C) or by placing them in boiling 
water for >30 minutes (8). Clothes worn during work should 
be removed before leaving the workspace and laundered. The 
workspace should be cleaned using a high-efficiency particu- 
late air vacuum. Workers should avoid vigorously shaking or 
beating hides, dry sweeping, using compressed air, and work- 
ing in areas where other persons might be present. CDC does 
not routinely recommend prophylaxis for persons who have 
had contact with animal hide drums or animal hides. Drum 
makers, drum owners, or drummers should report new skin 
lesions or serious respiratory illnesses to their health care pro 
viders and describe any contact with animal hide drums or 
animal hides. 

A priority for local, state, and federal agencies involved in 
this investigation was providing updates on the investigation 
as soon as available and frequent outreach to the public and 
medical community and to persons who resided in the patient's 
apartment building or worked at the storage facility. Risk com- 
munication emphasized the patient's natural exposure, the 
rarity of inhalation anthrax, and that exposure risk was lim- 
ited to persons in the patient’s workspace during aerosol 
generating procedures. Risk messages also highlighted the 
absence of any documented risk for inhalation anthrax from 
environmental contamination of the patient's apartment and 
workspace, playing or owning African drums, or attending 
\frican dance performances. 

After the initial diagnosis of inhalation anthrax was made, 
the rapid epidemiologic response and environmental investi 
gations by public health, animal health, and law enforcement 
authorities contributed to a prompt understanding of the 
patient’s exposure and possible risk to others. The coordinated 
responses were critical to minimizing risk for exposure and 


infection and alleviating concern among the public. 





*9CFR Part 95; available at heey cess.gpo.gov/nara/ctr/waisidx_05 


9cfr95_05. html 
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Acknowledgments medical history; however, an autopsy revealed cocaine and 


| . . . . . 
) part, on contributions cannabinoids in his blood. He was partially dressed in a pull- 


' spital ellsbor Pennsyly i | : 
ial Hospital, Wellsboro, Pennsylva over, [-shirt, pants, and one sock. lemperatures on the pre- 


nort are | } 
port are Dasea 


pista seme titi nes VSN ceding day ranged from 30 F to 38 F (-1'C to 3 C). The 
toms and Borde: coroner certified cause of death as hypothermia resulting from 

exposure to cold temperatures while acutely intoxicated. 
New Mexico. In November 2005, the body of a woman 


aged 59 years was found in a field near her home in New 


References . ; : 
' ' Mexico. She was pronounced dead after attempts to revive 


her at a local emergency department were unsuccessful. She 
had a medical history of diabetes and chronic alcoholism. An 
autopsy revealed a vitreous humor glucose level of 410 mg/dl 
and a femoral blood alcohol concentration of 0.175 g/dL, 


more than twice the legal intoxication limit (0.08 g/dL) in 

; eae 3 
New Mexico. The woman was dressed in light clothing and 
one shoe; her wool jacket and other shoe were found nearby. 


The night before the woman was found, the ambient tem 


perature was 0 F (-18 ¢ The medical examiner certified cause 
of death as hypothermia resulting from exposure to excessive 
cold while acutely intoxicated 

Alaska. In November 2005, the body of a man aged 59 
i: table in his home 


j 1 | t ] 
1 bus) in Alaska. He was pronounced dead 


vas found seated, frozer 


had no know: litions. He was inside 





ig bag ind w wearing a ht jacket, long-sleeved flan 


perature inside the bus 


tanl 5s Was 


Hypothermia-Related Deaths — 
United States, 1999-2002 and 2005 


1 
s\ | 


Risk Factors for Hypothermia-Related 
Mortality 


ing 1999-2002, a total of 4 death certificates in 


, , , ' , 
nited States had hypotherm elated diagnoses listed 


underlying cause of deatl of injury leading t 
underlying cause of death (annual incidence: four pe 
YOO 000 population ‘posure to excessive natural cold 


: 21\. a = >> , 
0} code X31) was the underlyins use in 2,022 deaths 


Hypothermia (ICD-10 code 168) was the nature of injury in 


1 1 
mn 


1,985 deaths with underlying causes of death other than 


exposure to excessive natural cold (e.g. falls, atherosclerotic 
] ] 
Cardlovasculal disease, 
During 1999-2002, among those who died from hy 
Case Reports | ages 
; ra : ermia, 49% were aged >65 years “o were male, and 22 
Wyoming. In M 105, the | O nan aged ears : : ee 
2 : : were married compared with 92% the overall U.S. popu 
lation) (2). A high proportion f the hypothermia 


related deaths occurred during tober—March (Figure | 
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FIGURE 1. Number of hypothermia-related deaths, by month — 
United States, 1999-2002 
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*2,622 deaths identified by code X31 of the /nternational Classification of 
, Diseases, Tenth Revision (ICD-10) 
1,985 deaths with underlying causes of death other than exposure to 
excessive natural cold (e.g., falls, atherosclerotic cardiovascular disease, 
or drowning) identified by |CD-10 code T68 


these deaths occurred in all 50 states during 1999-2002 (range: 
four to 288 deaths per state), with the highest average annual 
rates per 100,000 population in Alaska (4.64), Montana 
(1.58), Wyoming (1.57), and New Mexico (1.30) (Figure 2). 
Most deaths were not work related (63%); 23% of affected 
persons were at home when they became hypothermic. 

Reported by: 7 Murphy, MD, Wyoming Dept of Health. R Zumwalet, 
MD, Univ of New Mexico School of Medicine, Albuque rque. F Fallico 
MD, Alaska l Jept of Health and Social Sues. C Sanchez, MD, M Belson, 
MD, C Rubin, DVM, E Azziz-Baumgartner, MD, Div of 
Environmental Hazards and Health Effects, National Center for 


Environmental Health, CD( 


FIGURE 2. Average annual rate* of hypothermia-related deaths, 
by state — United States, 1999-2002 
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* Per 100,000 population 


Editorial Note: Hypothermia occurs when the core body tem- 
perature is <95 F (<35 C). If persons exposed to excessive cold 
are unable to generate enough heat (e.g., through shivering) 
to maintain a normal core body temperature of 98.6'F (37°C), 
their organs (e.g., brain, heart, or kidneys) can malfunction. 
When brain function deteriorates, persons with hypothermia 
are less likely to percely e the need to seek shelter. Signs and 
symptoms of hypothermia (e.g., lethargy, weakness, loss of 
coordination, confusion, or uncontrollable shivering) (Box) 
can increase in severity as the body's core temperature drops. 

Certain populations are at greater risk for hypothermia. 
Whereas U.S. Army data suggest that males and females are 
equally susceptible to excessive cold, most persons who die 
from hypothermia among civilian populations are male (3). 
This disparity might reflect a difference in risk-taking behav- 
ior between males and females. Older persons with preexist 
ing medical conditions such as congestive heart failure, 
diabetes, or gait disturbance also are at increased risk for hy 
pothermia because their bodies have a reduced ability to gen- 
erate heat and because they are less likely to recognize 
symptoms of hypothermia and seek shelter from the cold. 

In addition, hypothermia can exacerbate certain medical 
conditions, with catastrophic consequences. For example, per- 
sons with cardiovascular disease can have fatal arrhythmias if 
their core body temperatures are <95 F (<35 C). Persons liv- 
ing in warm climates, high elevations, and areas with large 
daily temperature fluctuations also are at risk (4). 

Persons can reduce their risk for hypothermia by taking the 
following precautions: 1) wear a hat, mittens, and clothing 
that creates a static layer of warm air, provides a barrier against 
the wind, and keeps the body dry; 2) avoid alcohol and other 
mood- and cognition-altering drugs; 3) recognize the signs 
and symptoms of hypothermia (e.g., shivering, slurred speech, 
and somnolence) that indicate the need to seek shelter and 
call for help; and 4) keep emergency kits containing blankets, 
radios, noncaffeinated fluids, high-energy food, and an extra 
supply of medications for chronic conditions readily avail 
able. 

lo reduce the incidence of hypothermia in the community, 
local health departments should implement strategies tailored 
to address the needs of vulnerable populations (Box). Com- 
munity strategies to protect these populations include pro- 
grams that check on older persons to ensure that they have 
heat, medications, and supplies; temporary homeless shelters; 
and subsidies for low-income households for heating costs. In 
an Alabama study, almost half of the hypothermia-related 
deaths occurred indoors (5). With rising energy costs, public 
service announcements advising persons to maintain thermo- 
stats at >60°F might become increasingly important to 


prevent cases of indoor hypothermia. 
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FIGURE 1. Estimated influenza activity levels reported by state 
epidemiologists, by state and level of activity* — United States, 
February 26—March 4, 2006 














“Levels of activity are 1) widespread: outbreaks of influenza or increases 
in influenza-like illness (ILI) cases and recent laboratory-confirmed influ- 
enza in at least half the regions of a state; 2) regional: outbreaks of influ- 
enza or increases in ILI cases and recent laboratory-confirmed influenza 
in at least two but less than half the regions of a state; 3) /Jocal: outbreaks 
of influenza or increases in ILI cases and recent laboratory-confirmed 
influenza in a single region of a state; 4) sporadic: small numbers of 
laboratory-confirmed influenza cases or a single influenza ot 
reported but no increase in cases of ILI; and 5) no activity 


regions account for 66.3% of the B isolates reported during 


the preceding 3 weeks. The percentage of outpatient visits for 
influenza-like illness (ILI)$ decreased during the week ending 
March 4 but remains above the national baseline.** The pet 
centage of deaths attributed to pneumonia and influenza (P&1 
was below the epidemic threshold for the week ending 


March 4. 


Laboratory Surveillance 


During February 26—March 4, World Health Organization 


WHO) collaborating laboratories and National Respiratory 
and Enteric Virus Surveillance System (NREVSS) laborato 
ries in the United States reported testing 3,239 specimens for 
influenza viruses, of which 701 (21.6%) were positive. Of 
these, 175 were influenza A (H3N2) viruses, 20 were influ 
enza A (H1IN1) viruses, 399 were influenza A viruses that 
were not subtyped, and 107 were influenza B viruses. 

Since October 2, 2005, WHO and NREVSS laboratories 
have tested 89,513 specimens for influenza viruses, of which 


9,143 (10.2%) were positive. Of these, 8,546 (93.5%) were 





Inappropriat¢ 


influenza A viruses, and 597 (6.5%) were influenza B viruses. 


> 


Of the 8,546 influenza A viruses, 3,675 (43.0%) have been 
subtyped; 3,590 (97.7%) were influenza A (H3N2) viruses, 


and 85 (2.3%) were influenza A (H1IN1) viruses. 


P&I Mortality and ILI Surveillance 


During the week ending March 4, P&I accounted for 7.0% 
of all deaths reported through the 122 Cities Mortality 
Reporting System. This percentage is below the epidemic 
threshold'' of 8.3% (Figure 
Phe percentage of patient visits for ILI was 3.0 which is 


above the national baseline of 2.2% (Figure 3). The percent 


age of patient visits for ILI ranged from 1.3% in the Pacific 


region to 4.2% in the West South Central region. 


Pediatric Deaths and Hospitalizations 
During October 2, 2005—March 4, 2006, ¢ 


reports of 16 influenza-associated deaths in U.S. 1 

18 years. Fourteen of the deaths occurred during the current 
influenza season, and two occurred during the 2004—05 
influenza season 


During October 1, 2005—February 18, 2006, the prelimi 


' c , ] ’ 
nary laboratory confirmed infiuenza-associat d hospitaliz iwion 





FIGURE 2. Percentage of deaths attributed to pneumonia and 
influenza (P&l) reported by the 122 Cities Mortality Reporting 
System, by week and year — United States, 2002-2006 


* The epidemic threshold is 


> seasonal Daseline is projected using a rob 
that applies a periodic regression model to the 


deaths from P&l during the preceding 5 years 
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FIGURE 3. Percentage of visits for influenza-like illness (ILI) influenza-associated hospitalization rate for children aged 

reported by the Sentinel Provider Surveillance Network, by week — yer ae eae  Neraael (NIVORTNSS 

United States. 2003-04, 2004-05, and 2005-06 influenza seasons 0 — in ee Surveillance Network (NVSN) 
was 0.48 per 10, 


Human Avian Influenza A (H5N1) 


No human avian influenza A (H5N1) virus infection has 
ever been identified in the United States. From December 2003 
through March 13, 2006, a total of 177 laboratory-confirmed 
human avian influenza A (H5N1) infections were reported to 


WHO from Cambodia, China, Indonesia, Iraq, Thailand, 


lurkey, and Vietnam.*** Of these, 98 (55%) were fatal (Table). 

his represents an increase of one death in China and two 

cases and two deaths in Indonesia since March 6, 2006. The 

majority of infections appear to have been acquired from 

direct contact with infected poultry. No evidence of sustained 

national baseline was calculated as the mean percentage of visits for 

Li during noninfluenza weeks for the preceding three seasons, plus two . d igi 

tandard deviations. Noninfluenza weeks are those in which <10% of labo- although rare instances of human-to-human transmission 

ry specimens are positive for influenza. Wide variability in regional 

4 precludes calculating region-specific baselines; therefore, applying 
national baseline to regional data is inappropriate Reference 

Ungchusak K, Auewarakul P, Dowell SF, et al. Probable person-to 

‘ ; l s sion of avian influenza A (H5 ) negl | 

reported by the Emerging Infections Program (EIP)>> for person transmission of avian influenza A (H5N1). N Engl J Mec 

iildren aged 0-17 years was 0.48 per 10,000. For children 


human-to-human transmission of HSN1 has been detected, 


likely have occurred (/). 


2005:352:333—40 


ged O—4 years and 5S—17 years, the rate was 1.11 per 10,000 
nd 0.15 per 10,000, respectively. During October 30, 2005 


February 18, 2006, the preliminary laboratory-confirmed 








«a i 1 1 
NVSN conducts surveillance in Monroe County, New York; Hamilton 
County, Ohio; and Davidson County, Tennessee 


* Available at http://www.who.int/csr/disease/avian_influenza/en 


TABLE. Number of laboratory-confirmed human cases and deaths from avian influenza A (H5N1) infection reported to the World Health 
Organization, by country — worldwide, 2003—2006* 





Year of onset 
2003 2004 2005 2006 Total 
No. of No. of No. of No. of No. of 
Country cases Deaths cases Deaths cases Deaths cases Deaths cases Deaths 
4 4 0 0 4 4 
5 7 5 15 10 
11 12 11 29 22 
0 2 2 2 2 
2 0 0 22 14 
irk 0 12 4 12 4 
Vietnar ; 29 19 0 0 93 42 
Total 41 31 19 98 
* As of March 13, 2006 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Cigarette Smoking Prevalence Among Adults Aged >18 Years Who Have 
Ever Spent >24 Hours on the Streets, in a Shelter, or in a Jail or Prison, 
by Sex — United States, 2004* 


Percentage 


G 


women) had ever spent >24 hours on the streets, in a shelter, or in a jail or prison. The prevalence 
of cigarette smoking for both men and women in this population was more than twice that observed 


among the overall adult population 


In 2004, an estimated 9.5 million adults (4.5% of the adult population; 6.8% of men and 2.3 vf 


SOURCE: National Health Interview Survey, 2004. Available at http 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending March 11, 2006 (10th Week)* 





5-year 
Current Cum weekly otal cases reported for previous years 


Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 











ceding the current 


s/5yearweekl) 


types) are available in Table |/ 
sion of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevent 
are available in Table IV quarterly 
f Viral and Rickettsial Diseases, National Center for Infectious Diseases 
2, 2005 (week 40), only 14 occurred during the current 2005-06 season 
r the current week 


serogroups and unknown serogroups) are available in Table II 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 11, 2006, and March 12, 2005 (10th Week)* 





Chlamydia’ Coccidioidomycosis Cryptosporidiosis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med 


United States 11,477 18,534 4568 148.14 18 





Cum Cum 
Max 2006 2005 





New England 


AA 
Via 
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W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 11, 2006, and March 12, 2005 
(10th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 week Med Max 2006 week Med Max 2006 2005 











United States 769 2,308 2,875 4.0 Z 8.013 52,961 K 23 38 80 374 466 
New England 8 ( 151 3 10¢ 281 85 3 12 30 
ecticut é 1 f 3 1 3 234 70 ( { é 8 
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E.N. Central 


wWh-MW 
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Pacific 





jlative year-to-date counts Med: Median Max: Maximum 


veillance System (NEDSS) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 11, 2006, and March 12, 2005 
(10th Week)* 





Hepatitis (viral, acute), by type 





A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States 








New England 
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Ke 
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ay 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 11, 2006, and March 12, 2005 
(10th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Current 52 weeks 
Reporting area week Med week Med Max 











United States 144 333 35 a 17 
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V vommonwealth of Northern Mariana Isiands 
Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
, Incidence data for reporting years 2005 and 2006 are provisional 
ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 11, 2006, and March 12, 2005 


(10th Week)* 





Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Previous 
52 weeks Cum 
Med Max 2006 


Current 
week 


Cum 


Reporting area 2005 


Current 


week 


Previous 
52 weeks 
Med Max 


Cum 
2006 





Current _52 weeks _ 


week 
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Cum 
2006 


Med Max 





United States 16 23 6 234 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases. United States, weeks ending March 11, 2006, and March 12, 2005 
(10th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States 5 5 50 534 999 25 
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vommonwealth of Northern Mariana Islands 
vailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
ce data for reporting years 2005 and 2006 are provisional 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 11, 2006, and March 12, 2005 


(10th Week)* 





Shiga toxin-producing E. coli (STEC)' 


Shigellosis Streptococcal disease, invasive, group A 





Previous 
Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 


Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 





United States 
New England 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 11, 2006, and March 12, 2005 
(10th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 


United States 5 4¢ 90 604 624 59 169 228 1,241 K 901 607 1,824 8,437 
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reporting years 2005 and 2006 are provisional 
reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 11, 2006, and March 12, 2005 


(10th Week)* 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending March 11, 2006 (10th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 





All 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals March 11, 2006, with historical data 


URRENT 
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Ratio (Log scale) 
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